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FEASIBILITY TRIAL OF THUMB TAPING BY PARENTS IN INFANTS WITH 
CEREBRAL PALSY: BRIEF REPORT
ABSTRACT
Aim: To determine the feasibility and acceptability of parent-delivered elastic taping 
to the thumb and wrist in infants with cerebral palsy (CP). Design: Randomised cross-over 
feasibility trial. Participants: 20 infants (11 male; mean age 22 months) with CP. 
Intervention: Groups A and B received taping for four and two weeks respectively. 
Outcomes: Primary: Recruitment and retention rates; adherence to protocol; Parent 
Satisfaction Questionnaire. Secondary: House Thumb score; Zancolli classification; Assisting 
Hand Assessment (AHA)/mini AHA. Exploratory: Duration of hand regard, thumb in palm, 
and open hand contact with toys during AHA/ mini AHA. Results: Recruitment was feasible 
(95.2% uptake). Completion rates were 80% and 60% in Groups A and B. Questionnaire 
feedback was generally positive. Some parents reported increased awareness of the taped 
hand. Objective improvements were rare though one participant showed consistent 
improvement in thumb position. Conclusion: Taping proved feasible and acceptable; 
individual case benefit suggests further research is required.
Trial registration: ISRCTN41918400. 
Key words:  Infant, Thumb, Hand, Cerebral Palsy, Feasibility studies
INTRODUCTION
              Cerebral palsy (CP) is the commonest cause of neurological disability in children. 
The upper limbs are often affected from infancy, leading to abnormal hand postures with 
thumb adduction and wrist flexion, impeding effective grasp. Disregard of the more-affected 
limb can develop if the condition is asymmetric1. Contractures may form, leading to hand and 
wrist deformity2. Resulting limitations of hand function are common3, affecting independence 
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in activities of daily living4. Whilst orthoses are often used to improve hand and wrist posture, 
disadvantages include the fixed position imposed by rigid splints, and the reduction of palmar 
sensory feedback in functional grasp if the palm is covered by the orthosis. Compliance is 
also poor: over half of children prescribed upper limb orthoses will discontinue use5. 
An alternative solution to improve hand and wrist posture in young children, thus 
optimising function, is the use of elastic taping. Taping is simple, inexpensive and safe, and 
the palm can be left uncovered when tape is applied. Mechanical stimulation to the skin by the 
tape during movement may enhance cutaneous sensory feedback6, modulating muscle activity 
via a spinal reflex loop. Effects on proprioception have also been observed7. Tape applied 
under tension to the skin transmits deforming forces to the underlying connective tissue and 
muscles8. 
A recent systematic review9 reported benefits of taping on motor function in children 
with motor impairments, whilst acknowledging methodological weaknesses in the literature. 
Four of the twelve included studies described the effects on hand function in children with CP 
or acquired injury to the central nervous system. In a pilot study with 15 children aged 4-16 
years10, significant improvements in upper limb function were observed immediately and after 
3 days of taping. However, the range of taping regimens and sample heterogeneity pose 
problems in interpretation. Another study of 16 children with CP showed significant 
improvement in upper limb function during taped periods, but had a high drop-out rate11. 
Kaya Kara et al. undertook a single-blinded randomised trial investigating the effect of limb 
taping on body functions and activity in 35 children aged 7-14 years with unilateral spastic 
CP. They found improvements in physical fitness, gross motor function, and activities of daily 
living but not in fine motor skills12. Finally, Keklicek et al.13 used elastic taping for children 
with CP and thumb in palm deformity, demonstrating short-term improvement in performance 
on the 9 hole peg test in children who were taped compared with controls. 
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In most studies (including all of those reported in the systematic review by Cunha et 
al.9), tape is applied by experienced therapists: training of parents in tape application is rarely 
described. Our study aimed to establish the feasibility and acceptability of a trial of taping to 
the thumb and wrist by parents in infants aged under 3 years with non-progressive brain 
lesions. Successful application of the tape by parents would be economical and convenient for 
families; this approach was therefore explored in our feasibility study. We also tested 
potential outcome measures for use in a subsequent trial. 
METHOD
We undertook a single centre, randomised cross-over feasibility trial 
(ISRCTN41918400) with ethical approval from NRES Committee North East - Sunderland 
Ethics Committee. Participants were infants aged under three years with asymmetric 
abnormalities of hand and wrist posture affecting function, secondary to non-progressive 
brain lesions (Table 1). They were recruited through clinicians at the Great North Children’s 
Hospital (GNCH), Newcastle upon Tyne, UK. Exclusion criteria were: allergy to tape 
adhesive, progressive or degenerative disorder, recruitment to another trial or use of a hand 
orthosis. All assessments took place at the GNCH Child Development Centre. 
Fully informed written consent was obtained from pare ts by JC, following 
International Conference on Harmonisation Good Practice guidelines. Participants were 
randomly allocated by JC using sequentially numbered, sealed, opaque envelopes. Group A 
received taping for 4 weeks; Group B received taping in weeks 3 and 4 only.
Parents were trained in tape application and were given instructions and photographs 
summarizing the tape application method (Appendix 1) as well as telephone support. 24 hours 
prior to the baseline assessment, they applied a small piece of tape to their child’s skin to 
check for skin sensitivity to the adhesive. During taped periods, tape was applied to the thumb 
and forearm with 20% -30% stretch to encourage thumb abduction and wrist extension14. 
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Families were instructed to remove the tape after 72 hours and reapply it 24 hours later, 
repeating this pattern throughout the taped period. 
During the study period all participants received treatment as usual from local 
therapists. All had a named community physiotherapist; but not all had a named occupational 
therapist. No infant was receiving intensive upper limb interventions such as constraint 
induced movement therapy or bimanual therapy; nor did they receive new orthoses, medical 
intervention or surgery during the study period. 
The primary outcomes were feasibility and acceptability. Feasibility was assessed by 
recruitment and retention rates, and adherence to the study protocol, recorded through parent 
diaries. Acceptability was assessed through a Parent Satisfaction Questionnaire (Appendix 2). 
Participants attended for their first visit at the time of randomisation (baseline) and 
returned for subsequent assessments two and four weeks later. At baseline their hand function 
was classified using the Manual Ability Classification System (MACS). We tested (as 
secondary outcomes) clinical measures for potential suitability in a future clinical trial. At all 
visits and for each condition (tape on and tape off), we assessed, for the more-affected upper 
limb, thumb position (House Thumb15), hand and wrist posture (Zancolli classification16), and 
performance of the affected hand in bimanual tasks. For the latter assessment, we used the 
Assisting Hand Assessment V4.4 (AHA)17 for infants aged at least 18 months or the Mini 
Assisting Hand Assessment (Mini-AHA)18 for those aged 18 months. 50% of participants were 
assessed first with the tape on at each visit, and 50% were assessed first with the tape off. The 
researcher conducting the assessments was blinded to group allocation. Families were asked 
to avoid discussing their taping regimen with the assessor. Two occupational therapists (OTs), 
blinded to recruitment and randomisation, scored the AHA/Mini-AHA videos. Infants wore 
different clothes for each videoed AHA/mini-AHA assessment within a visit so that infant 
clothing could not be used to identify which assessments were undertaken on the same day. 
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Finally, the AHA and Mini-AHA videos were annotated as an exploratory outcome, to 
capture aspects of change due to taping which might not be addressed through other 
quantitative assessments. The behaviours coded were hand regard (i.e. when the child was 
actively gazing at the affected hand), thumb in palm position and hand contact with toys (i.e. 
whether the palmar surface of the hand contacted the toy). AHA and mini-AHA videos were 
annotated using ELAN computer software Version 5.1 (Nijmegen: Max Planck Institute for 
Psycholinguistics. Retrieved from https://tla.mpi.nl/tools/tla-tools/elan/)19. The video 
annotation coding system was developed by JJ, JC and AB, and piloted by JJ. A template file 
was created with separate tiers for each behaviour being annotated, so that all instances of 
each behaviour could be noted, allowing subsequent extraction of the onset and end times of 
each instance of each behaviour. For each video, sections not to be included in the scoring 
(for example when the child was not sitting at the table) were marked as “Do Not Use”. The 
scoring started from the point at which the first toy was in reach of the child and ended when 
the final toy presented was no longer in reach. Two assessors (MB, PM) annotated the videos 
collaboratively so that any uncertainty could be resolved at the time. We did not assess intra-
rater agreement, but the behaviours were straightforward to identify. 
A sample size of 20 was chosen pragmatically based upon an estimate of the number 
of eligible infants we could recruit in one year. Descriptive statistics were used to summarise 
findings. Statistical analysis of change in clinical outcomes due to the intervention was not 
deemed appropriate for a feasibility study: instead, raw data were tabulated and summarised. 
For the exploratory outcome measure (video annotation), data on the duration and 
number of events was extracted from ELAN into MATLAB (R2015a, The MathWorks, Inc., 
Natick, Massachusetts, United States) using the SALEM toolbox20. The duration of each 
behaviour was re-expressed as a percentage of the duration of usable data per video. 2-tailed 
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Wilcoxon signed rank tests compared the duration of each behaviour with and without tape at 
baseline. Bonferroni correction was used for multiple comparisons with alpha set at 0.0167. 
RESULTS AND DISCUSSION
Figure 1 summarises patient flow. Twenty infants were recruited between April 2013 
and January 2014. Table 1 describes the baseline participant characteristics. Study completion 
rates were 80% in Group A and 60% in Group B. Reasons for non-completion included 
intercurrent illness and cognitive difficulties impacting on the ability of infants to complete 
the mini-AHA assessment. Of the 14 infants who completed the study, 11 received the 
intervention entirely as per protocol, and 3 had interruptions to the planned taping periods as 
they had used up their initial supplies of tape. At visits it was clear that parents applied the 
tape correctly. Eight families returned taping diaries, but only six families completed these 
regularly; entries indicated that they were following the requested taping regimen. The parent 
satisfaction questionnaire (Appendix 2) was completed by 16 families, including two who 
withdrew from the study. The most frequently reported benefit was increased awareness of 
the taped hand and arm. Some parents commented that the tape was not sticky or waterproof 
enough and others that it harboured dirt. There were no reported adverse events. Only two 
parents indicated that they were dissatisfied with taping as a treatment. 
Clinical outcome measures did not show consistent change in either group (Appendix 
4). For the House Thumb score, only one child showed a consistent improvement with tape 
(Case X, Box 1, Appendix). For the Zancolli scores, no child showed a consistent 
improvement with tape on compared with tape off, and only two children showed 
improvements in scores in the study following taped periods. One participant did not comply 
with the Zancolli and House Thumb assessments. The Mini-AHA and AHA scores were 
highly variable between participants at baseline and at two and four weeks; furthermore, there 
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was no clear pattern of change between the assessments with the tape on versus tape off at any 
one visit. 
For the exploratory analysis, baseline data were available for all 20 participants. The 
mean duration of usable data from each video assessment was 749.8 seconds (s.d. 230.5 s). 
The mean percentage of assessment time spent undertaking hand regard was significantly 
higher with tape on (0.50%; s.d. 1.02) than with tape off (0.025 %; s.d. 0.11; Z= -2.55, 
p=0.011). There was no significant difference between the percentage of time spent with the 
thumb in palm with tape on and off (19.4%; s.d. 30.4 and 30.9%; s.d. 40.5 respectively; Z=-
0.98, p=0.33). Likewise, the percentage of time spent with the open hand contacting the toy 
with tape on and off were not significantly different (31.7%; s.d. 32.8 and 39.3%; s.d. 40.8; 
Z=-1.82, p=0.068). Nonetheless, three individuals with complete data (including Case X, Box 
1, Appendix) showed a consistent reduction in the percentage of time with thumb in palm 
with the tape on, though this was only associated with a consistent change in House Thumb 
score in Case X.
Study limitations include the small sample size, poor retention rate, a relatively short 
intervention period and poor diary completion rates. A previous trial requiring parent diaries 
by our research team was more successful21; however, we have since found text-based 
messaging systems to be preferable22. Provision of more proactive parental support could 
have prevented gaps in intervention delivery due to parents running out of tape: interestingly, 
parents did not use the telephone service to report such problems. 
The clinical outcome measures tested may not have been sensitive to the potential 
benefits of tape; alternatively, the tape may simply not have led to benefits in most 
participants. The exploratory analysis suggested that taping may slightly increase visual 
attention to the affected upper limb at baseline but that thumb position during assessments, 
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and use of the open hand to explore toys, were not improved by the tape. A limitation of the 
exploratory analysis was that the AHA and mini AHA assessments were not designed to 
measure the outcomes annotated: however, comparisons during the same assessment with and 
without tape remain valid. The lack of measurement of intra- and inter-rater reliability is a 
further limitation of the exploratory analysis. Finally, Case X is intriguing in showing marked 
benefit from taping: it would be valuable in future work to further explore the attributes of 
best responders including factors such as parental motivation and concurrent therapy input. 
In summary we showed that it was feasible and acceptable for parents to apply tape 
correctly to their child’s thumb and wrist after appropriate training (though more proactive 
parental support would have been beneficial), and that most parents thought the tape increased 
their child’s awareness of the affected upper limb. Clinical and exploratory outcome measures 
were not indicative of benefit for most patients, though a minority showed improved thumb 
position. This study has implications for use of functional taping to the thumb and wrist in 
clinical contexts: taping should be undertaken with caution and close monitoring unless 
further evidence emerges showing clear benefit.  
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Table 1 Characteristics of study population at baseline
Variable Group A (n=10) Group B (n=10)
Age in years (Median (IQR)) 1.62 (1.22) 1.85 (1.72)
Sex – male (n) 4 7
More-affected upper limb - left (n) 6 6
Mini-MACS classification MACS I: n=3
MACS II: n=3
MACS III: n=4
MACS I: n=2
MACS II: n=3
MACS III: n=5
Assessed with Mini-AHA (n) 5 3
Assessed with AHA (n) 5 7
Baseline House Thumb (tape off) House I: n=6
House II: n=4
House I: n=5
House II: n=4
Missing: n=1
Baseline Zancolli (tape off) Zancolli 1:   n=2
Zancolli 2a: n=8
Zancolli 1:   n=3
Zancolli 2a: n=6
Missing:       n=1
Baseline AHA (Median (IQR)) (tape off)         58 (17) (n=5) 50 (19.5) n=6
Baseline Mini-AHA score (Median (IQR)) (tape off)  9.5 (21) n=4) 16 (28.45) n=3
Figure 1. Participant flow diagram
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CONSORT Flow Diagram 
Assessed for eligibility (n=21) 
Excluded (n=1) 
   Not meeting inclusion criteria (n=0) 
   Declined to participate (n=1) 
   Other reasons (n=0) 
Attended and completed assessments (n=8) 
 
Attended and completed assessments (n=8) 
Unable to complete assessments (n=2; 
withdrawn)  
Continued with allocated intervention (n=8) 
Allocated to Group A (n= 10) 
Completed baseline assessments (n=9) 
Unable to complete assessments (n=1)  
All 10 received allocated intervention until wk2 
 
 
 
Attended and completed assessments (n=9) 
Withdrawn (n=1) 
 
Continued with allocated intervention (n=9) 
 
Allocated to Group B (n=10) 
Completed baseline assessments (n=9) 
Unable to complete assessment (n=1)  
All 10 received allocated intervention until wk2 
 
Attended and completed assessments (n=6) 
Did not attend but gave questionnaire feedback 
(n=2) 
Did not attend and did not complete 
questionnaire (n=1)  
 
 
 
Allocation & 
Baseline 
Assessment 
 
Baseline 
Visit 3 
          (4 weeks) 
Visit 2 
         (2 weeks) 
 
Randomized (n=20) 
Enrollment 
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1 
 
APPENDIX 1: TAPING INSTRUCTIONS 
The purpose of the tape: 
• To help position the thumb and wrist in better alignment and encourage muscles to 
work in a better position to assist in overall improved use of the hand. 
• To provide increased sensory awareness; promoting increased use of the hand / arm 
as a result of greater awareness. 
Wearing the tape: 
• The tape is a therapeutic treatment and should be left in place for 3 days if possible. 
• Please watch the area closely and remove the tape should any irritation occur; 
including redness, swelling or itching. 
• If the tape starts to roll on the edges with wearing, simply trim the edges to prevent 
them from getting caught on clothes and being pulled off more. 
• Your child can have a bath with the tape on. Care should however be taken when 
drying; gently blot th  tape with a towel. Never use a hair dryer to dry the tape. 
Removing the tape: 
• Please take time when removing the tape. 
• Place a thin layer of baby oil over the entire area of the tape and let it soak for 15 to 
20 minutes. 
• Loosen one end of the tape and begin slowly peeling or rolling the tape away from 
the skin, holding the skin as you move the tape away. 
• Do not pull the tape off in a quick motion! 
• Sometimes removal during bath time is easiest. 
• After removal clean the skin with warm, soapy water. 
• Lotion can be applied to the skin to hydrate and relieve irritation. 
Re-application of the tape: 
• Allow 24 hours after the tape has been removed before re-application. 
• Make sure the skin is clean and dry; it should be free from oils and lotion. 
• Use the backing paper from the original tape application as a template to cut the 
tape to the desired size and shape. 
• Round the edges of the tape at both ends to prevent it from peeling or getting 
caught. 
• For instructions on how to apply the tape see the picture advice sheet attached. 
Before next appointment: 
• Ensure that you remove the tape in time to allow a 24 hour break before returning 
for your next appointment. 
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TAPING INSTRUCTIONS 
 
 
 
• Using the shorter piece of tape, tear the backing paper in the middle of the tape. 
 
• Stick the tape to the base of the thumb. 
 
• Remove the rest of the backing paper and wrap the ends of the 
tape around the thumb. 
 
• Do not pull the tape, so as not to restrict circulation. 
 
 
 
• Using the longer piece of tape, tear a small section of the backing paper at one end. 
 
• With the thumb straight stick the tape to the thumb just below the nail. 
 
• Rub the tape to help make the tape stick. 
 
 
• Remove the backing paper leaving a small piece  
    on the end of the tape for you to hold onto. 
 
• Stretch the tape to full stretch and then ease the tape back 
to at least half stretch and then place on skin, running the 
tape to the outer surface of the forearm. 
 
• Remove the rest of the backing paper and place on the skin. There should be no stretch 
on this final section. 
 
• Rub along the tape to help make it stick. 
 
 
 
 
 
Contact Details: 
Should you have any queries or concerns please do not hesitate to contact us: 
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Appendix 2 Parent Satisfaction Questionnaire Responses  
Questionnaires were returned by 16 parents. Results are broken down by duration of tape use: 
patterned bars (Group A) – 4 weeks; solid bars (Group B) – 2 weeks; 
 
Parent-Reported Benefits of Tape:  
 
 
 
Parent-Reported Difficulties with Tape:  
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Likert scale responses, by group  
 
 
GROUP A (taped for 4 weeks) 
STRONGLY 
DISAGREE 
DISAGREE 
NEITHER 
AGREE OR 
DISAGREE 
AGREE 
STRONGLY 
AGREE 
The written instructions were easy to follow. 0 0 1 4 3 
The tape was easy to apply. 0 2 0 3 3 
It was easy to remember when to remove 
and reapply the tape. 
0 1 2 2 3 
Overall my child benefited from taping. 0 0 3 3 2 
I am satisfied with taping as a treatment. 0 0 3 4 1 
 
 
GROUP B (taped for 2 weeks) 
STRONGLY 
DISAGREE 
DISAGREE 
NEITHER 
AGREE OR 
DISAGREE 
AGREE 
STRONGLY 
AGREE 
The written instructions were easy to 
follow. 
0 0 0 5 3 
The tape was easy to apply. 0 1 0 7 0 
It was easy to remember when to remove 
and reapply the tape. 
0 0 1 6 1 
Overall my child benefited from taping. 1 2 2 2 1 
I am satisfied with taping as a treatment. 0 2 2 3 1 
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Appendix 3: Video Clip  
This short clip illustrates the difference in Case X’s performance of the task of pulling Duplo® bricks 
apart, with and without tape in situ, at week 2. Without the tape, she stabilises two joined bricks 
using her left hand held in a fist. Her thumb is adducted and flexed within the palm under flexed 
fingers and she is unable to separate the bricks. When wearing tape she initially uses the same 
method to try to separate the bricks. This approach fails, as does a further attempt to grasp with the 
thumb partially abducted. On her third attempt she successfully abducts her thumb and extends her 
fingers sufficiently to grasp and separate the bricks. 
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Appendix 4: Clinical outcome data  
 
 
  Baseline Week 2 Week 4 
  Tape off Tape on Tape off Tape on Tape off Tape on 
Group A House I  6 7 5 4 4 6 
 House II 4 3 3 3 3 2 
 House III 0 0 0 0 1 0 
 House IV 0 0 0 0 0 0 
 Missing 0 0 2 3 2 2 
 
Group B House I 5 8 6 7 5 6 
 House II 4 1 3 2 1 1 
 House III 0 0 0 0 1 0 
 House IV 0 0 0 0 0 0 
 Missing 1 1 1 1 3 3 
 
Table A3.1: House Thumb classification at each assessment, by group. The classification has four levels, describing metacarpal, metacarpophalangeal and 
interphalangeal joint positions for the thumb. Level I represents the mildest deformity (metacarpal adduction). Level II represents metacarpal adduction 
and metacarpophalangeal (MP) joint flexion. Level III represents metacarpal adduction and MP joint hyperextension. Level IV represents metacarpal 
adduction and MP and interphalangeal joint flexion. Numbers in each grid represent the number of children with the specified classification.  
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Appendix 4: Clinical outcome data  
 
 
  Baseline Week 2 Week 4 
  Tape off Tape on Tape off Tape on Tape off Tape on 
Group A 1 2 2 2 1 3 3 
 2a 8 8 6 6 5 5 
 2b 0 0 0 0 0 0 
 3 0 0 0 0 0 0 
 Missing 0 0 2 2 2 2 
 
Group B 1 3 3 3 3 3 4 
 2a 6 6 6 6 2 2 
 2b 0 0 0 0 1 0 
 3 0 0 0 0 0 0 
 Missing  1 1 1 1 4 4 
 
Table A3.2: Zancolli classification at each assessment, by group. The scores reflect the extent of active finger and wrist extension. Scores range from 1 to 3, 
with 3 representing the greatest degree of limitation. Group 1 have full active finger extension with the wrist in near neutral extension. Group 2 can actively 
extend the fingers fully if the wrist is flexed. Group 2A can actively extend the wrist if the fingers are flexed; group 2B cannot do this. Group 3 cannot 
actively extend the fingers even if the wrist is maximally flexed.  
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Appendix 4: Clinical outcome data  
 
Participant Taping duration  AHA or mini AHA  Baseline Week 2 Week 4 
 (weeks)  Tape off Tape on Tape off Tape on Tape off Tape on 
3 2 AHA 46 43 37 48 47 49 
4 2 AHA 70 65 66 64 no data no data 
5 2 AHA 16 18 12 18 no data no data 
7 2 AHA 52 54 50 55 no data no data 
8 2 mini-AHA 16 16 16 16 9 4 
9 2 AHA 57 59 52 62 52 58 
10 2 AHA 33 34 42 48 45 40 
12 2 AHA no data no data no data no data no data no data 
13 2 mini-AHA 9 16 9 4 16 16 
20 2 mini-AHA 66 66 74 66 69 72 
1 4 AHA 43 46 37 41 37 41 
2 4 AHA 58 52 60 50 53 53 
6 4 AHA 60 50 50 63 58 57 
11 4 mini-AHA 4 9 no data no data no data no data 
14 4 mini-AHA 16 9 9 4 9 4 
15 4 AHA 60 66 63 63 63 64 
16 4 mini-AHA 51 48 61 49 59 61 
17 4 mini-AHA 0 0 0 0 0 0 
18 4 mini-AHA no data no data no data no data no data no data 
19 4 AHA 28 28 30 29 30 28 
 
Table A3.3: AHA and Mini-AHA 0-100 logit-based scores at each assessment for each participant where available, sorted by duration of taping. Group A 
were taped for 4 weeks, and Group B for 2 weeks.  
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BOX 1: Case Study X – example of the potential for improvement with taping  
 
X sustained a symptomatic right sided middle cerebral artery perinatal ischaemic stroke at 
term, with cortical and subcortical involvement, leading to a left hemiparesis. On review 
aged 2 years 10 months, she had a full passive range of movement at the shoulder, elbow 
and wrist, though forearm supination was limited and there was evidence of dynamic 
increase in tone in the whole arm, from the shoulder to the thumb and fingers. She was 
recruited to the feasibility trial and randomized to Group B (two weeks of taping). 
Photograph a shows an example of the flexed and adducted thumb position without tape, 
and Photograph b shows the thumb extended and abducted with tape applied.  
   
                                  
 
Excerpts from the AHA (see Video, Suppl mentary Material) show the observed 
improvements. Without the tape she uses her whole arm to stabilise objects against her 
body. When wearing tape she has a more relaxed posture of the whole arm, reaches more 
easily into the play space, and is able to use her hand for grasp and release. At the second 
assessment visit the observed change with tape on versus tape off was reflected in an 
increase in AHA scores of 6 0-100 logit units, thus exceeding the error variance within 
the measure. This shows the potential for improved hand and wrist posture and function 
with the tape in place: however, it is unclear why similar improvements were not 
observed at the first and third visits. However, taping resulted in consistent improvement 
in House Thumb scores. This was also reflected in the markedly decreased proportion of 
time spent with the thumb held in the palm with the tape on (see table below).  
 
 Tape Baseline Week 2 Week 4 
House Thumb On 1 1 1 
Off 2 2 2 
Zancolli On 2A 2A 2A 
Off 2A 2A 2A 
AHA scores  
(0-100 logit-based units) 
On 33 47 39 
Off 32 41 43 
Duration of usable AHA 
data for video annotation 
(s) 
On 813.1 755.0 625.8 
Off 875.8 871.7 704.2 
Hand regard  
(% of time) 
On 0 0 0 
Off 0 0 0 
Thumb in palm (% of time) On 65.4 59.5 67.4 
Off 99.9 81.3 94.8 
Open hand touching toy 
(% of time) 
On 11.7 15.2 9.8 
Off 3.5 12.1 5.4 
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